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After more than a decade of the AIDS epidemic in Thailand, the number of children whose parents are living with
HIV or have died from AIDS is increasing significantly and it has been reported that these children are often
discriminated against by their peers. In order to better understand the current situation and to explore possible
strategies to support HIV-affected children, this study examined children’s attitudes towards HIV and AIDS
using questionnaires and focus group discussions with children in Grades threesix in five primary schools in a
northern province in Thailand. Atotal of 513 children (274 boys and 239 girls) answered the questionnaire and
five focus groups were organised. The findings showed a strong positive correlation between children’s belief that
HIV could be transmitted through casual contact and their negative attitudes towards their HIV-affected peers.
Most children overestimated the risk of HIV transmission through casual contact and this made their attitudes
less tolerant and less supportive. After HIV prevention education (which included information on HIV
transmission routes) was given in three of the study schools, the same questionnaire and focus groups were
repeated and the findings showed that children’s attitudes had become more supportive. These findings suggest
that HIV prevention education delivered through primary schools in Thailand can be an effective way to help
foster a more supportive and inclusive environment and reduce the stigma and discrimination that decrease
educational access and attainment for HIV-affected schoolchildren.
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Introduction
It is estimated that in 2007 there were 17.5 million
children who had lost one or both parents to AIDS
globally (UNICEF, UNAIDS, WHO, & UNFPA,
2009). Thailand is one of the countries hit hardest by
the AIDS epidemic in Asia with 610,000 people
currently living with HIV. This has resulted in a
very large number of children being affected by HIV
and AIDS although not actually infected. Such
children are affected through living with HIV-positive
parents or having parents who have died from AIDS
(UNAIDS, 2008). External support has mostly been
provided to meet basic needs and provides financial
assistance, educational opportunities and counselling
services. However, resources are limited, only a small
number of children have access to this assistance
(UNICEF, UNAIDS, WHO, & UNFPA, 2008), and
there is an urgent need to scale up the support for
these children who have been made vulnerable by
HIV and AIDS.
Children spend most of their day in school and it
is one of the most significant communities they
belong to apart from their family. It is now recog-
nised that school plays an important role by providing
protection and support for children affected by HIV
and AIDS (UNICEF et al., 2008). For example,
education on literacy, numeracy, vocational skills and
other life skills can equip children to better cope with
their future lives (Carr-Hill, Katabaro, Katahoire, &
Oulai, 2002; International HIV/AIDS Alliance,
2003). Schools are an important entry point for
children to receive social welfare services, health
services and food. Children can receive informal
support from their peers and teachers to recover
from their distress at home and to regain the sense of
normality (UNICEF et al., 2008). Keeping children in
school can provide psychosocial support and help to
reduce the risk of HIV infection, exploitation and
abuse (Coombe, 2002), but only when the school
environment is safe and inclusive (UNICEF et al.,
2008).
It is also widely recognised that in many high-
burden countries HIV-affected children experience
discrimination and exclusion in school due to stigma
related to HIV and AIDS (Castle, 2004; UNICEF,
2003). Given the importance of positive peer rela-
tionships for school-aged children (Hartup, 1992;
Jones, 1995), negative peer relationships caused by
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children being able to realise the benefits that
schooling can bring. In order to maximise the
potential of school to support these children, it is
necessary to understand schoolchildren’s views
about HIV and AIDS, and find out how well
HIV-affected children are accepted within their
school peer group.
Despite its importance, there has been little
research on children’s attitudes towards HIV and
towards their peers who are affected by HIV and
AIDS. The aim of this study was to fill this
knowledge gap by examining primary schoolchil-
dren’s attitudes towards their HIV-affected peers in
Northern Thailand. This study was part of a larger
enquiry, which explored the impact of HIV and
AIDS on children and the role of the primary
school in supporting these children (Ishikawa,
2007).
Methods
This study was conducted in the Lamphun province
in Northern Thailand, where HIV prevalence reached
over 7% for pregnant women at the peak of the
epidemic (UNDP, 2004). Three primary schools,
which were receiving support from a local NGO for
children affected by HIV and AIDS such as outside
school activities for these children (i.e., programme
school), and two primary schools nearby without the
NGO support (i.e., non-programme school) were
selected for this study. Children’s attitudes towards
HIV and AIDS were explored using a questionnaire
and focus groups for primary schoolchildren in the
third to sixth grade. The questionnaire was developed
by selecting relevant questions from existing ques-
tionnaires on HIV and AIDS  including the
UNAIDS General Population Survey (2000) and
the tool developed by WHO and UNESCO (1994) 
and then revising them to fit the school setting and
the situation of HIV-affected children. The question-
naire had 14 questions; 12 of these questions focused
on children’s attitudes towards HIV-affected children
and two questions asked about their attitudes to-
wards people living with HIV in general (see Box 1).
The questionnaire included seven knowledge items on
casual contact in school settings because studies have
shown that misunderstanding or overestimation of
the risk of HIV transmission by casual contact
contributes to negative attitudes towards people
living with HIV (Castle, 2004; Herek, Capitanio, &
Widaman, 2002). The total number of correct
answers to these seven items provided a knowledge
score that was used for further analysis.
The questionnaire was administered at each school
to all the children attending the class on the day of the
study visit, under the guidance of research assistants.
Each question was read-out by an assistant and
children wrote down their answers on the question-
naire. In total, 513 children (274 boys and 239 girls;
96.6%) in the third to sixth grade, aged 814 years
completed the questionnaire. Among them, 41 chil-
dren (19 boys and 22 girls; 8.0%) were identified as
being affected by HIV and AIDS (i.e., children whose
parents were livingwith HIV or have diedof AIDS) by
their teachers. Although the HIV status of these
children was unknown, most were probably not
infected with HIV due to the high coverage of the
programme to prevent mother-to-child transmission
of HIV in Thailand.
Atotal of five focus groups were also conducted.
Each group had 10 children (five boys and five girls)
who were randomly selected after excluding children
affected by HIV and AIDS. In these groups, the
children discussed about HIV and AIDS, their
attitudes towards HIV-affected children and how
they could help these children (see Box 2 for the
discussion guide).
In order to examine whether or not there were
any associations between children’s correct knowl-
edge of the risk of HIV transmission through
Box 1. Questions: children’s attitudes towards
HIV and AIDS.
(1) Should people with HIV live far away from other
people?
(2) If you knew that a food seller had HIV, would
you buy food from her/him?
(3) If a student is infected with HIV, should she/he
be separated from other students?
(4) If there is a student with HIV in your class,
would you play with her/him?
(5) Would you eat lunch with a student with HIV?
(6) Would you stay away from a student whose
parents are infected with HIV?
(7) Would you share a packet of snacks with a
student with HIV?
(8) Should a student with HIV be allowed to study
together with other students?
(9) Should a student with HIV use separate plates
and glasses from other students?
(10) Are you afraid of playing with a student with
HIV?
(11) If a student with HIV asks for your help, would
you be willing to help her/him?
(12) Should a student with HIV be allowed to play
with other students?
(13) Would you drink water from the same glass as a
student with HIV?
(14) Would you lend your pen to a student with HIV?
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peers affected by HIV and AIDS, information on
the risk of HIV transmission in school settings was
provided to all children in the programme schools.
This information was delivered through a game in
which pictures of different ways that children could
have casual contact, such as studying together with
a student with HIV, were shown and children were
asked to say whether there was a high risk, low
risk or no risk of HIV transmission. Children who
had the highest score for correct knowledge re-
ceived a small prize. After giving this information
through the game, the attitudes of children were
examined again by asking them to complete the
same questionnaire that had been given to them
previously. This procedure was repeated in all five
schools.
Quantitative data were analysed using SPSS 17.0
for Windows and transcripts of focus groups were
made and organised with the help of the NVivo
software. Achildren’s attitude scale was developed
and the correlation between their attitudes score and
some variables, such as knowledge about HIV and
AIDS and past contact with people with HIV, were
examined. The findings from these quantitative data
were further explored in depth by the analysis of
qualitative data from the focus groups.
This study was approved by the ethical commit-
tee of the Institute of Education, University of
London, and official permission for the study was
obtained from the provincial educational authority
in Thailand as well as from each participating
school. Prior to the questionnaire and the focus
groups, children were told that participation in the
study was voluntary and they could withdraw from
the study at any time.
Results
Children’s attitudes towards their HIV-affected peers
Children’s answers to the attitude items are presented
in Table 1. Not all children answered all the questions
so that the totals were usually less than 513. When
asked if they would be willing to help a student living
with HIV, 137 children (64 boys and 73 girls; 29.4%)
said they were ‘‘willing to help always’’ and 216
children (103 boys and 113 girls; 46.4%) said they
‘‘would help sometimes’’.
Box 2. Discussion guide for focus groups
Children affected by HIV and AIDS
 Do you know what AIDS is?
 What do you think if you find out that there is a
student with HIV in your class?
 What do you think about a child whose mother or
father is infected with HIV?
 What do your parents/guardians say about chil-
dren whose mother or father is infected with HIV?
 What can you do to help children with HIV as
well as children whose mother or father is infected
with HIV?
Table 1. Children’s attitude towards their HIV-affected peers.
Boy (%) Girl (%) Total (%)
Willingness to help a student with HIV Help always 64 (26.1) 73 (33.0) 137 (29.4)
Help sometimes 103 (42.0) 113 (51.1) 216 (46.4)
Don’t want to help 78 (31.8) 35 (15.8) 113 (24.2)
Astudent with HIV be allowed to study Should be allowed to study together 46 (18.6) 73 (32.9) 119 (25.4)
together with other students Better not to study together 79 (32.0) 85 (38.3) 164 (35.0)
Should not study together 122 (49.4) 64 (28.8) 186 (39.7)
Afraid of playing with a student with HIV Not afraid at all 20 (8.1) 16 (7.2) 36 (7.7)
Afraid a little 102 (41.3) 116 (52.3) 218 (46.5)
Afraid a lot 125 (50.6) 90 (40.5) 215 (45.8)
Stay away from a student whose parents Will not stay away 74 (30.0) 47 (21.3) 121 (25.9)
have HIV Try to stay away 99 (40.1) 128 (57.9) 227 (48.5)
Stay away 74 (30.0) 46 (20.8) 120 (25.6)
Eat lunch together with a student with HIV Eat together 16 (6.5) 22 (9.9) 38 (8.1)
Prefer not to eat together 65 (26.2) 82 (36.9) 147 (31.3)
Will not eat 167 (67.3) 118 (53.2) 285 (60.6)
Drink water from the same glass as a Drink together 7 (2.8) 5 (2.3) 12 (2.6)
student with HIV Prefer not to drink together 47 (19.1) 47 (21.3) 94 (20.1)
Will not drink together 192 (78.0) 169 (76.5) 361 (77.3)
AIDS Care 239During the focus groups, there were some positive
statements regarding children infected with HIV. For
example, a girl in Grade 6 said ‘‘I feel sorry for a
student with AIDS’’, a boy in Grade 6 said ‘‘I will
encourage him’’ (a boy in Grade 6) and a girl in
Grade 4 said ‘‘I will not bully and tease a student with
AIDS, and if other children bully her, I will help her’’.
However, 74.7% of the children were against
children with HIV studying together with those not
infected and boys were more likely to give a negative
answer than girls (x
223.165; df 2; pB0.001). It
was also found that most of the children were afraid
of playing with children with HIV. Only 36 children
(20 boys and 16 girls; 7.7%) answered that they were
not afraid at all of playing with children with HIV,
whereas 218 children (102 boys and 116 girls; 46.5%)
answered that they were a little afraid, and 215
children (125 boys and 90 girls; 45.8%) answered
that they were very afraid.
During the focus groups, children often stated
that they would stay away from a student with HIV.
Some students, mostly boys, said they would play
with students infected with HIV but not go close to
her/him:
It is better to stay far from a student with AIDS. I’m
afraid to get AIDS. (A boy in Grade 4)
I will play with a student with AIDS as usual and try
to encourage him. But I will be careful not to get
AIDS from him and I will not let him know (that I
am trying to be careful). (Aboy in Grade 4)
This negative attitude also applied to children who
were not infected but were affected by HIV and
AIDS, although it was less strongly expressed. Only
121 children (74 boys and 47 girls; 25.9%) answered
that they would not stay away from children whose
parents have HIV, which suggested that more than
70% of children were assuming that if the parents
had HIV, their children were infected as well.
More negative attitudes were expressed towards
more intimate contact with children infected with
HIV. When asked whether they would eat their lunch
together with a student with HIV, 38 children (16 boys
and 22 girls; 8.1%) answered ‘‘yes’’. When asked
whether they would use the same glass to drink water
with a student with HIV, only 12 children (seven boys
andfivegirls; 2.6%)answered‘‘yes’’. Thesesentiments
were also expressed by children in the focus groups:
I will share food with a student with AIDS. But I will
take food from my plate and bring it to him and he
should not take food from my plate with his hands.
(Aboy in Grade 6)
If a student with AIDS gives me food, I will take it,
but I will not eat it. (Aboy in Grade 6)
The results of the focus groups revealed that the
children believe that if parents were HIV-positive
the child was also infected with HIV. They were
sympathetic and compassionate towards these chil-
dren and no prejudice towards their parents was
mentioned. However, at the same time, they were
aware of the risk of HIV infection and were trying
to protect themselves by avoiding physical contact
with them. The results of the questionnaire also
showed that the children’s negative attitudes were
largely influenced by their fear of HIV infection due
to their misunderstandings of HIV transmission
routes and overestimation of the risk of HIV
infection through casual contact. It was also found
that more than 80% of the children reported that
their parents have forbidden them to play with
children affected by HIV and AIDS.
Children’s attitude scale
In order to further examine children’s attitudes, an
attitude scale was developed. The findings of the
focus groups with the children indicated that they
usually assume that HIV-affected children are HIV-
positive. Special attention was therefore paid to their
attitudes towards children with HIV. Eleven out of
the 14 items (Box 1), which focus on children with
HIV, were used to develop a scale as follows:
Step 1: The correlation between each item and the
raw sum of all the 11 attitude items were calculated.
Step 2: The 11 items were entered into a principal
component analysis and two factors with eigenvalues
greater than 1 were extracted; then, correlations
between each factor and each attitude item were
calculated.
Step 3: The items that had a high correlation both
with the raw sum of the 11 items as well as with
the two factors were selected, which gave a total of
five items and these were used as the components of
the children’s attitude scale.
These five items were:
(1) If a student was infected with HIV, should she/
he be separated from other students?
(2) If there is a student with HIV in your class,
would you play with her/him?
(3) Would you eat lunch with a student with HIV?
(4) Should a student with HIV be allowed to study
together with other students?
(5) Should a student with HIV be allowed to play
with other students?
According to the answer, each response was scored 1
(negative attitude) to 3 (positive attitude) and a sum
of these five items was defined as the attitude score. A
240 N. Ishikawa et al.simple sum was used because there was no external
rationale for differential weighting. The most tolerant
score (i.e., positive attitude) is 15, whereas the least
tolerant score (i.e., negative attitude) is 5. Cronbach’s
a for this scale was 0.876.
The findings showed that children’s attitude
scores ranged from 5 to 15 (median 8). Figure 1
shows the distribution of the scores. This figure shows
that the children tend to have negative attitudes and
the distribution was positively skewed.
Then, factors that associated with the children’s
attitude scores were explored using an analysis of
variance. Table 2 shows the effect of each variable on
the attitude score. It was found that older children had
higher attitude scores (F3, 43521.32; pB0.001;
x
20.128), and children who had a higher knowledge
score also had more positive attitudes (F6, 4356.46;
pB0.001; x
20.082). Children who answered that
theirparentsalwaystoldthemnottoplaywithchildren
affected by HIV and AIDS had a more negative
attitude than the children whose parents never or
sometimes told them so (F2, 43541.32; pB0.001;
x
20.160). It also showed that girls had a higher
attitude score than boys (F1, 4358.55; p0.004;
x
20.019). The contact with people with HIV did
not affect children’s attitude score. In multivariate
analysis, children’s age, sex, knowledge score and their
parents’ attitudes (i.e., forbid to play with affected
children) remained statistically significant (Table 3).
Among these factors, children’s grade (t4589.112;
pB0.001), parents’ attitudes (t4588.102; pB0.001)
and knowledge score (t4586.048; pB0.001) showed a
large impact on the children’s attitude score.
Impact of correct knowledge of non-transmission
routes of HIV on children’s attitudes
As previously mentioned in Section ‘‘Methods’’,
information on how HIV can and cannot be trans-
mitted in the school setting was given to children in
the three programme schools and the children were
asked to complete a post-intervention questionnaire
which was the same as the previous one. The focus
groups were also repeated. The children in the two
non-programme schools were not given the informa-
tion. In total, 513 children (272 boys and 241 girls;
96.6%) answered the post-intervention questionnaire.
Although there was no significant difference in the
knowledge score between schools at the time of the
pre-intervention questionnaire (Table 4), the knowl-
edge score of children in the programme schools was
higher than that of the non-programme schools after
they had received the information provided (Mann
Whitney test: U9647.0; pB0.001).
Although a slightly higher mean attitude score
was observed in the programme schools compared
to the non-programme schools from the pre-inter-
vention questionnaire, the attitude score had im-
proved in the course of time for both groups with a
more significant improvement in the programme
schools (MannWhitney test: U12,881.0; pB0.001;
Figure 2). After the information on how HIV cannot
be transmitted was provided, the children’s attitude
score improved from 9.0 (median  pre-question-
naire) to 13.0 (median  post-questionnaire) in the
programme schools. The attitude score also im-
proved in the non-programme schools from 8.0
(median) to 10.0 (median).
Changes of children’s attitude were further exam-
ined by calculating the reduction in attitude gap (i.e.,
100*(15attitude post-score)/(15attitude pre-score)).
Multivariate analysis was run in order to examine the
factors affecting changes in children’s attitudes. It
was shown that the provision of the information on
HIV transmission (t3945.450; pB0.001), the attitude
score at the pre-questionnaire (t3944.829; pB0.001)
and the knowledge score at the post-questionnaire
(t3943.004; p0.003) had a significant association
with the reduction in attitude gap (Table 5). Chil-
dren’s grade and the attitudes of parents, which had a
large impact on the attitude score of the children at
the pre-questionnaire, did not have a significant
impact on the attitude at the post-questionnaire
(grade: t3941.219; p0.224; parents’ attitudes:
t3940.402; p0.688).
During the second set of focus groups, more
positive statements were heard in the programme
schools than in the non-programme schools.
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Figure 1. Children’s attitudes towards children with HIV.
AIDS Care 241I will play with a child with AIDS, because you can’t
get HIV easily. I’m not afraid. (Aboy in Grade 6,
programme school)
I think we should not tease a student with AIDS. (A
girl in Grade 4, programme school)
In contrast, there were still similar statements as the
previous focus groups in the non-programme schools.
In summary, the children’s attitudes changed posi-
tively and the changes were more significant in the
programme schools, which received information on
non-transmission routes of HIV.
Discussion
This study found that children were feeling sorry for
children affected by HIV and AIDS and were willing
to help them. Their sympathy and compassion
towards affected children mostly originated from
the fact that the affected children had parents who
are HIV-positive or had lost their parents due to
AIDS. This compassion was also due to their belief
that these affected children were also infected,
through no fault of their own, with HIV. In this
study, the prejudice due to their parents’ social status,
which Clemo (1992) found, was not apparent, and the
affected children were regarded as ‘‘innocent victims’’
(Busza, 2001; Devine, Plant, & Harrison, 1999).
However, it was also found that children assumed
that the children ‘‘affected’’ by HIV and AIDS were
‘‘infected’’ with HIV, thus they were afraid of them.
As a result, the affected children were being stigma-
tised in the school. This corroborates the findings of
Herek (1999), who reported that stigma arose from
both the fear of HIV infection, as well as from the
fatality of the illness.
As past studies suggest (e.g., Boer & Emons, 2004;
Castle, 2004), it was found in this present study that
misunderstandings about HIV being transmitted
through casual contact significantly influenced chil-
dren’s attitudes. Children were aware of the transmis-
sibility of HIV and most of them were overestimating
the risk of HIV transmission through casual contact.
This misconception seemed to have increased their
fear of HIV infection and, as discussed above, led
them to believe that if parents are HIV-positive, the
children are also infected with HIV, which resulted in
their negative attitudes towards these children af-
fected by HIV and AIDS. A significant improvement
in their attitude, after receiving correct information
on the non-transmissibility of HIV through casual
contact in the schools, also supports this finding.
The results have also shown the impact of the
parents’ attitudes on the children. Most parents were
reported to have forbidden their children to play with
children affected by HIV and AIDS and this seemed
to have led to children having negative attitudes. It
was also found that older children and girls had a
more positive attitude towards their HIV-affected
peers. This may be due to the fact that social skills are
Table 2. Children’s attitude score and affecting factors (analysis of variance).
M
2 Fp - Value x
2
Grade 78.96 21.32 B0.001 0.128
Knowledge score 23.93 6.46 B0.001 0.082
Parents forbid to
play with
affected children
153.07 41.32 B0.001 0.160
Sex 31.68 8.55 0.004 0.019
Contact with
people with HIV
7.33 1.98 0.14 0.009
Table 3. Children’s attitude score and affecting factors (multivariate analysis).
Standardised coefficients
(b) tp -Value
School 0.061 1.756 0.080
Grade 0.349 9.112 B0.001
Sex 0.108 3.090 0.002
Contact with people with HIV 0.045 1.297 0.195
Affected by HIV/AIDS 0.008 0.228 0.820
Knowledge score 0.226 6.048 B0.001
Parents forbid to play with affected children 0.299 8.102 B0.001
242 N. Ishikawa et al.developed as children grow and mature, and to the
fact that girls are generally more socially competent
than boys of the same age. This finding may also
explain the fact that boys and younger children
affected by AIDS were more likely to be bullied by
their peers (Ishikawa, 2007).
There were some potential limitations in this
study. First, the samples included children affected
by HIV and AIDS who may themselves have had
more positive attitudes towards children with HIV.
However, as the results showed, children’s status as
affected by HIV and AIDS as well as their past
contact with people with HIV did not show signifi-
cant correlation with their attitudes. Second, the
improvement in their attitudes may have been due
to the maturation effect as children receive more
information and knowledge as they grow, which
was shown by the fact that attitudes of children in
the non-programme schools have also improved.
However, the fact that a more significant change in
the attitudes was observed in the programme schools
strongly suggests that these changes were not only
due to the effect of maturation.
Conclusion
This study has demonstrated that schoolchildren do
stigmatise and discriminate against their HIV-affected
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Figure 2. Change in children’s attitudes.
Table 4. Characteristics of programme and non-programme schools.
Programme school (n226) Non-programme school (n245) p-Value
Age M (range) 10.15 (814) 10.11 (812) 0.747
SD 1.266 1.161
Sex
Boy No (%) 125 (55.3) 124 (50.6) 0.308
Girl No (%) 101 (44.7) 121 (49.4)
Children affected by HIV/AIDS No (%) 21 (9.3) 17 (6.9) 0.349
Knowledge score M (range) 2.62 (06) 2.58 (06) 0.761
SD 1.228 1.296
Attitude score M (range) 8.71 (515) 8.07 (515) 0.012
SD 2.781 2.746
AIDS Care 243peers and that providing HIV prevention education to
correct misunderstandings regarding the risk of HIV
transmission through casual contact can help to
improve their attitudes. These findings strongly sup-
port the need for AIDS education in primary schools
in Thailand, in which emphasis should be given not
only to the prevention of HIV infection, but also to
promoting a positive attitude towards people with
HIV or AIDS, including children affected by HIV and
AIDS. It also highlights the importance of changing
the attitudes of parents as well as their children, which
has important implications for AIDS education in the
community.
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